The commonest congenital abnormality of the oesophagus is atresia of the upper third, the lower two-thirds springing from the trachea at its bifurcation or from the right bronchus. So far no successful treatment had been devised, but experience with a case gave some hope that the difficulties can be over-come.
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An infant weighing 4 lb. 3 oz. was born at the thirty-sixth week of pregnancy on Oct. 31, 1943 . It was placed in the premature nursery in an oxygen tent and, according to the usual practice of the hospital, was disturbed only for changing during the first twenty-four hours. The baby seemed lively and cried well. Next and it died about midday, having survived operation for over 51 days.
A post-mortem examination was performed. The operation scar was found closed, but there was evidence of low-grade infection around the sutures and under the skin. The sutures closing the thoracic wall were intact, but again there was evidence of damage by sepsis to the parietal pleura immediately underlying each stitch.
On removing the sternum and opening the right pleural cavity about 1 oz. of greenish purulent fluid escaped. The right lung was comparatively well expanded and there was no evidence of any residual air in the pleural cavity. On retracting the right lung forwards as at operation, it was found that one of the sutures holding the oesophageal anastomosis had given way and that some milk curd was exuding through the aperture into the right pleural sac. There was evidence of sharp inflammatory reaction around this leak and the lung was already becoming bound to the parietes in an effort to wall it off. While' the thoracic viscera were being dissected away from the vertebral column, more oesophageal contents were pushed through the gap, and in spite of the utmost care in handling, another suture gave way. Examination showed that the stitch holes were septic and were very frail. Section through the suture line revealed that there had been little attempt at healing. The heart appeared quite normal.
The lungs did not appear grossly abnormal. On section, apart from congestion, there was little abnormality.
The abdominal viscera showed no abnormality, but the stomach was very much of the 'inverted retort' shape commonly seen in the young baby. No other abnormalities were found. Fig. 2 shows the post-mortem specimen.
Comment
Attempts at reconstitution of these cases of congenital atresia of the oesophagus have been made previously, but complete success has yet to be obtained. This case was most instructive for several reasons which may be summarized as follows:- (4) The problem of the post-operative feeding is perhaps the most difficult one to solve. It is concluded that mouth-feeding should be avoided in a future case. The oesophageal tube cannot be kept clean and its presence caused such trauma in the pharynx as prevented swallowing after its withdrawal, and gave rise to the mucous secretion which so greatly impeded breathing. Gastrostomy is probably the method of choice, but is difficult to be dogmatic about the time at which it should be performed. It is suggested that twenty-four hours after the thoracotomy is the optimum time, the oesophageal tube being left in place until this time.
(5) It will be unnecessary in a future case to subject the child to the stress of a lipiodol x-ray which nearly proved fatal on the third day after operation. The reconstructed oesophagus has been shown to be an effective passage. 
